The case for medicine in the Open University should not rest on manpower grounds. Doctors enter our system, both from our own medical schools and overseas, via the junior hospital grades; a variable number from overseas return home and the remainder go on to become senior hospital doctors, general practitioners, or to enter community medicine and other forms of work. From allthese compartments there are losses. This is a simple way of looking at medical manpower, which is fairly understandable and can be made reasonably complete. Like any model, it has limitations. Many assumptions are needed about movements within the system, and to and from the system; and there is only very incomplete knowledge of medicine outside the NHS. About 8% of students who enter medical school fail to qualify and in anyone year not quite all the doctors who qualify take up preregistration posts and become fully registered by the General Medical Council. Further losses are of various kinds. Emigration concerns overseas doctors, who enter and leave in large numbers, and also UK graduates. There are always British graduates leaving the country and others returning; it is difficult to get up-to-date information about the net rate of emigration. Other losses are due to retirement, including premature retirement which is becoming increasingly popular, death during normal working years, and loss of women doctors and others who leave the NHS either permanently or temporarily and either completely or partially.
In 1975 there was an approximate input to the NHS of 6100 doctors and a total loss of about 4800 so that there was expansion, representing a growth rate of about 2% which has occurred for the last few years in the NHS as a whole. The inflow of overseas doctors is now going down as a result of the TRAB test and various other factors; the future situation is uncertain. Other 'unknowns' are movement within the EEC, the future growth rate of the NHS (which is extremely critical), and the future proportion of women doctors and its effect. Predictions must also depend on what policy decisions are made about the career structure, the growth of different sectors of the NHS and any possible future policy for accepting overseas doctors specifically for limited periods of postgraduate training.
Various future estimates are possible. If the inflow of overseas doctors fell to 2000 a year and then to 1000 a year by the year 1980, and the outflow of overseas doctors also fell, and if for economic reasons medical school expansion in this country stopped at about 3500 (approximately the intake figure for 1978) the total work force of doctors in the NHS would only be able to grow by taking quotas of overseas doctors as trainees, acting also to some extent as pairs of hands in the NHS. Even by 1990, when graduate output would have caught up with losses, the NHS would only be growing by just over 1%a year. If the medical school output Continued to rise to 4000 a year it would be possible to achieve a slightly bigger growth rate in the NHS -about 2%. If the inflow of overseas doctors declined but the outflow continued at the current rate, the total number of doctors in the NHS would actually fall until 1984 or thereabouts. And if the NHS did not continue to grow, as it always has done up to now, then if the outflow and the inflow of overseas doctors approximately balanced, the need for UK graduates would be no more than about 2500 a year. These estimates are very approximate, and many other assumptions could be made.
This says nothing about the distribution of doctors. To have a large enough total number does not necessarily solve the problems of distribution between specialties and branches of the service, between regions and between grades. The question of distribution involves, among other things, the important matter of what future doctors will want to do and be considered capable of doing. We are now attracting the cream of our school-leavers into the medical schools and producing very high calibre graduates. They will demand career opportunities commensurate with their attainments.
Another important question is the future utilization of medical manpower in relation to other forms of health service manpower -the concept of teamwork and the potential elasticity within the system. These factors determine demand, as opposed to supply. The demand for doctors can be looked at in various stages: the first is to know how many doctors actually do the work. We have some information about this, mostly derived from DHSS data, but we know relatively little about the variations which occur during the course of anyone year. The second stage is to know what the numbers of doctors currently ought to be in order to have a full establishment. We know less about this, and the concept of an establishment is surprisingly difficult to define. Thirdly, there is the question of what the establishment should be, in order to provide an ideal service, and about this we know virtually nothing. It would need definition of the commitments of various teams or units, in various specialties and fields of work, and specification of the function of the doctor within these teams. We know remarkably little about how to take elasticity into account in manpower planning estimates: a 2% or a 4% growth rate in the NHS as a whole means nothing in a hospital where the appointment of another consultant to a specialty often means a 50% or a 100% growth. Some specialties have begun to look at workloads and specification of content of the specialty, but a great deal more needs to be done.
In summary, any figure from about 2500 a year to about 4500 a year is a reasonable estimate for the number of UK medical graduates needed, depending on the assumptions that are made about events in the near future. Only a madman would live by such assumptions. There have been many predictions in the past: it is not a question of whether Willink or Todd was right or wrong; the need is to keep monitoring the system in order to find out what is actually happening.
Most of us are anxious about the existing medical schools becoming too large. If the Open University can help with this problem its initiative would be welcomed, but we do not want more impersonality and remoteness than we already have. The medical student must have direct contact with his teachers and with a wide range of activities -postgraduate students, overseas students, research workers and specialized units of many kinds. This is the life-blood of medical education. The Open University must not set out to train second-rate doctors, in a second-rate way, to do second-rate work. If this can be avoided, then there is much to be said for continuing the discussions.
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